Statistical data from different parts of the world all tell a similar tale of a rapidly rising rate of admission of old people to mental hospitals. 40 Although it has been often claimed that the stresses of modern life involve an all round increase in the incidence of mental illness, a careful investigation of the changes in first-admission rate to mental hospital in Massachusetts by Goldhamer and Marshall8 has failed to confirm that mental disorder has become any more common under the age of 50 during the past century. However, above this age, an unequivocal rise in the hazard of being admitted to a mental hospital was found. In fact, the rate of increase in some parts of the world has been so rapid among old people that, to some extent, the change must be attributed to a decreased viability of the aged in the community, rather than an actual increase in the amount of mental illness. It is well known that the rate of hospitalisation is higher among certain individuals, namely the economically under-privileged and less well educated sections of the community and those exposed to the effects of social isolation. 28' 9 These difficulties of the aged are often attributed to decline in filial piety, but the studies of Townsend38 and others have revealed that in many working-class areas, strong and lasting bonds of affection and mutual support continue to survive between the aged and their children, and regular contacts are the general rule. But the increased mobility of families, both in a social and geographical sense, is probably serving to increase the size of the marginal group of old people whose survival in the community is a precarious and insecure one and who tend in case of illness or growing infirmity, to In an investigation of 300 consecutive brains from patients who had died in a mental hospital, Corsellis5 has recently shown that the neuropathological changes in the brain show marked differences in the five groups of cases. Thus whereas in the great majority of affective and paraphrenic cases there were neither senile plaques nor neurofibrillary changes, nor microscopic evidence of vascular disease, or only a slight degree of change of either or both kinds, in the great majority of cases of senile psychosis, senile plaques or neurofibrils had replaced cerebral neurones to a severe or moderate degree, whereas in arteriosclerotic psychosis, vascular changes of a severe or moderate kind were present. Nevertheless in a small proportion of cases the neuropathological findings appeared to be discordant mpmA,%-' xg96o ., 72 from the iclinical picture; -these cases clearly deserve further study.
It has been suspected for some time that deficiencies of memory and other intellectual changes ,may be partly related to lesions in the mammillary bodies and other parts of. the diencephalon.7 These sub-cortical structures need therefore to be examined, as well as the cortex, in cases where the criteria for the diagnosis of dementia have been well defined, strictly applied and supported by results of psychological tests.
In cerebral vascular disease, the recent work of Hutchinson and Yates14 has drawn attention to disease of the extra-cerebral vessels, the basilar, vertebral and internal carotid arteries, as a cause of cerebral symptoms. These observations should be repeated in a representative material coming to post-mortem in mental hospitals, so that the relative frequency of such changes in the different types of mental disorder in old age can be ascertained and the results compared with control cases studied at post-mortem in a general hospital. It is hoped to initiate such studies in the near future.
Mental Disease in early and late life
There is another form of comparison that clearly requires to be made-that between patients who have fallen ill in early and in late life. Can we obtain an insight into the factors which decide that some patients succumb to mental illness in early life, while others escape until old age ? Clearly this question is of much more than theoretical interest. If we could postpone the manifestation of schizophrenia until after the age of 6o, for example, a very large part of the chronic population of mental hospitals would disappear. In the major psychoses, one mode of approach to this problem is to raise the question as to whether the relative importance of exogenous and environmental factors loom correspondingly larger. Roth and Kay3l have shown that a significantly higher proportion of affectives of late onset suffer from a physical illness which has an intimate relationship with -the onset of the mental disorder. Kay15 showed that acute physical illness and other circumstances sdch as bereavement, psychological and economic-difficulties had played a part in precipitating the illness in threequarters of the late onset cases, as compared with half of the early onset group and one-quarter of the paranoid cases. Moreover, serious progressive and disabling physical illness was far commoner in the late onset group and included ulcerative colitis, paralysis agitans, loss of sight and intermittent claudication. Kay is inclined to conclude that there are two types of depressive illness appearing for the first time in old age; ;n one, classical features of retardation, guilt and selfaccusation are present and in clinical picture and underlying genetic factors these conditions are uniform with manic-depressive psychosis. In the other group, genetic factors are relatively unimportant, and physical illness is much more common; the depression has a far less specific character and may be regarded as symptomatic or reactive. If the existence of this latter group could be substantiated it would clearly be a relatively new entity, in that a psychosis reactive to stress and yet appearing for the first time in old age is not readily accommodated within the concept of neurotic depression. However, there is evidence to suggest that neurotic breakdown occurring de novo in old age is not as rare as formerly supposed.
These affective disorders provide a valuable field for the investigation of yet another major problem in the field of psychiatry, the relationship between physical illness and the mental disorders of various kinds, not only delirious states, but the neurasthenic, depressive, manic, paranoid and catatonic pictures that are described among the so-called ' symptomatic psychoses '.2 Opinions have varied as to whether the physical illness merely aggravates a pre-existing disposition, o'r is, in fact, a cause of the associated mental disorders in a much more real sense. The psychoses of the aged provide an ideal field for tackling this question which may have a bearing on the broader problems of causation among the functional mental disorders as a whole.
Kay has also investigated the genetic basis of paraphrenia of late life. Now the status of the paranoid psychoses with respect to schizophrenia has been a subject of controversy for a considerable time. Originally differentiated from the schizophrenics by Kraepelin, they were reinstated within the group by Bleuler,2 and a number of investigations have suggested that the end result in these psychoses tended to be similar to schizophrenic personality deterioration. Hence, tentatively, late paraphrenia may be regarded as the form of manifestation of schizophrenia in late life. But there are certain very obvious differences for whereas in the second to the fourth decades schizophrenia is predominantly a disease of men, late life paraphrenia is almost exclusively a mental disorder of women. Kay'5 has found that although at a very advanced age these cases manifest a picture of deterioration similar to that of schizophrenia, the morbid risk for this disease among first-degree relatives is only slightly above that for the normal population. Once again, we have the same pattern of a' major psychosis in which heredity seems less important as a cause in late than in early 'life. The Role of Social Factors in Causation: 'Social Isolation'
The obvious question which arises is whether a correspondingly greater significance may be attributed to environmental and exogenous factors in paraphrenia as in the case of affective psychoses of late onset. There are some observations which suggest that this may be the case. Thus it has been found that there is a striking predominance of unmarried women among this late life paraphrenic group suggesting that the illness may be wholly or in part the result of loneliness and emotional deprivation. This is part of a much larger problem that is under active investigation in a number of fields of psychiatry at the present time, namely the role of social factors in mental illness. Now it is known from several sources that admission rates for schizophrenia are relatively high in social class V, which comprises labourers and the unemployed, whereas manic-depressive disorder for instance shows no marked association with social class.26' 27 But another factor is' social isolation' by which is meant a lack of ties based on common aims, beliefs and customs, binding an individual to the social group, and not merely isolation in a physical sense. This factor is independent of social class. In schizophrenia, its importance was first advanced by Faris If the excess of cases in social class V is due to the fact that the adverse environmental conditions which play a part in the causation of schizophrenia are more prevalent in this class than in higher social strata, the morbid risk of mental illness in the families of schizophrenics in social class V ought to be relatively low. Conversely if the comparative immunity of social classes I and II is due to favourable environmental conditions, those who fall ill should be strongly predisposed by heredity, and morbid risks among, the relatives ought to be'high. However, it is expected that detailed studies of the heredity and environment in family circumstances of small groups of patients will be required to supplement such investigations before any conclusions can be drawn.
